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Abstract
The purpose of this descriptive correlational study was to
determine the correlation between health behaviors and
compliance with hypertension treatment regimens in middleaged adults.
the study:

Two null hypotheses were developed to guide
There is no correlation between health

behaviors and compliance with hypertension treatment
regimens in middle-aged adults, and there is no
correlation between selected demographic variables and
compliance with hypertension treatment regimens in middleaged adults.

Pender's Health Promotion Model was used as

the conceptual framework for the study.

The sample was

composed of 30 hypertensive clients between the ages of 40
and 55 years.

Data were collected using the Lifestyle

Profile Questionnaire and the Williams Chart Audit Form.
Data were analyzed using Pearson Product Moment
Correlation and descriptive statistics.

No significant

relationship between health behaviors ana compliance
emerged (p = .05), thus the researcher failed to reject
Hypothesis 1.

However, Hypothesis 2 was rejected, since

significant correlations were determined for the
demographic variables of age (p = .05), race (p = .00),
and marital status (p = .00), and compliance.
iii

Results of

the study indicate that health behaviors do not correlate
compliance with a prescribed regimen.

Findings from this

study imply that nurse clinicians need to include
assessment of health behaviors and beliefs in client care
to properly care for clients.

Education and follow-up

must be stressed and monitored to evaluate response to
treatment.

Recommendations for further research include

replication of this study with a larger sample size,
additional ethnic groups, and an alternate instrument
appropriate for illiterate populations.

Development of

valid and reliable research tools for measuring
compliance, conduction of research which incorporates
teaching/learning strategies that affect health behaviors,
and assessment of the phenomena of marital status and
spousal support in the practice of compliance to treatment
regimens are also recommended.

Additional recommendations

for nursing include the implementation of the nurse
practitioner role to promote solutions to the problem of
noncompliance and recognition and assessment of health
behaviors and beliefs to be included in the basic
education of all health care providers.

iv

Dedication

This thesis is dedicated to my two
precious children, Cynthia Charmaine
and Cedric Derrell Williams.

v

Acknowledgements
First and foremost, I wish to give honor to God, for
if it were not His will this could not have been done.
I also wish to thank the graduate professors and
staff of the fifth floor.

Special thanks to my advisor,

Dr. Mary Pat Curtis, and thesis committee members,
Lorraine Hamm and Melinda Rush.

Dr. Curtis, you made me

feel special and provided the encouragement I needed.

I

could never express my gratitude for your continued help
and support.
To my three dearest friends, Stevie McVay, Janice
Sherdon, and Jacquie Lee, you've been great.

I appreciate

your help and much needed support.
Lots of love and gratitude to my parents, Blanche
Williams and Harry Williams, Sr., and my lovable, adorable
children, Cynthia and Cedric Williams.
you.

This degree is for

Please look at this time in our lives as inspiring

and a means of growth.

I love you!

I would also like to express my appreciation and
thanks to my sister, Sandra; brothers, Clarence, Jerome,
and Harry, Jr.; and other family members and friends for
believing in me and my dream.

vi

Table of Contents
Page
Abstract
Dedication
Acknowledgements
List of Tables
Chapter
I.

II.
III.

IV.

V.

The Research Problem

1

Establishment of the Problem
Significance to Nursing
Conceptual Framework
Assumptions
Statement of the Problem
Research Hypotheses
Definition of Terms

2
4
6
9
9
10
10

Review of the Literature

12

The Method

21

Setting, Population, and Sample
Methods of Data Collection
Instrumentation
Methods of Data Analysis

21
23
24
26

The Findings

27

Description of the Sample
Results of Data Analysis
Additional Findings
Summary

27
28
30
31

The Outcomes

33

Summary of the Findings
Discussion
Conclusions . . . •
Implications for Nursing

34
35
38
39

vii

Recommendations
Research
Nursing

41
41
42

References

43

Appendix
A.

Approval of Mississippi University for Women
Committee on Use of Human Subjects
in Experimentation

46

B.

Cover Letter to Physician

48

C.

Letter of Approval to Use Facility

50

D.

Participant Informed Consent Form

52

E.

Lifestyle Profile Questionnaire

54

F.

Permission to Use Tool

57

G.

Williams Chart Audit Form

59

viii

List of Tables
Table
1.

2.

3.

Page
Correlation of Health-Promoting Lifestyle,
Self-Actualization, Health Responsibility,
Exercise, Nutrition, Interpersonal Support,
and Stress Management with Health Behaviors
Using Pearson Moment Correlation

29

Correlation of Demographic Variables with
Compliance Using the Pearson Product Moment
Correlation

30

Correlation of Demographic Variables with
Health-Promoting Lifestyle, Self-Actualization,
Health Responsibility, Exercise, Nutrition,
Interpersonal Support, and Stress Management
with Health Behaviors Using the Pearson
Product Moment Correlation

31

ix

Chapter I
The Research Problem
Clients' behavior has been guided by the complex
intertwining of motivation, willpower, perceptions, and
beliefs.

These factors have been determined to play an

important role in the development and maintenance of
health-promoting behaviors.

Since beliefs enhance

perceptions, the identification of a client's beliefs
about health should be of primary concern to health care
providers.

Knowledge of issues which impact clients'

motivation has yielded a likelihood for participation in
health-promoting behaviors (Pender, 1987).

Thus, the

client must perceive a problem, believe in health care,
and be motivated to follow a prescribed regimen to achieve
compliance by participation in health-promoting behaviors.
Achievement of health-promoting behaviors has been
determined to be essential for clients with hypertension,
a chronic medical problem.

Although regimens have been

refined to control hypertension, clients have failed to
adhere to them, and hypertension has continued to be one
of the leading causes of death.

Researchers have

continued to evaluate reasons for noncompliance and
recently studies have evaluated the influences of health
1
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behaviors on compliance (Clark, 1991).

This current study

sought to continue exploration of health behaviors and
compliance in middle-aged adults.
Establishment of the Problem
Compliance has been identified as following a
prescribed regimen to control or prevent further
illnesses.

According to Rimer, Glanz, and Lerman (1991),

compliance "is the degree to which a person's behavior is
in accord with recommended health practices" (pp. 225226).

Thus, compliance has been grounded in health-

promoting behaviors as evidenced by adeguate response to
therapy.

These behaviors have been learned from

surroundings and interpersonal interactions, have resulted
from personal beliefs, and have been changed or modified
according to the clinical situation and assessment of the
client.

Therefore, obtaining the client's cooperation

continues to help the predicted outcome of the treatment
(Rimer et al., 1991).
Another dimension of compliance was expressed by
Williams (1991), "Compliance is a term that can imply
compulsion, but it must not be regarded by the health-care
professional as a directive; rather an achievable aim" (p.
50).

So, when a client has been diagnosed with an illness

or disease, the prescribed regimen should not be stern or
hard-driven but should be implemented to obtain a
desirable outcome.

The health care provider assumes a
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position to contribute to health-promoting behaviors
(Merkatz & Couig, 1992; Pender, 1982; Pender, 1987).
According to Bernstein (1989), "the key to ensuring
patient compliance is understanding what the illness and
its treatment mean to the patient and what the ripple
effects are on his family" (p. 75).

Most clients have

believed they will live regardless of statistical
information about chronic illnesses such as hypertension.
Clients have further supported the notion that the younger
they are, the less likely they are to be affected if
noncompliant with treatment (Bernstein, 1989).

These

beliefs have led to progression of the effects of
hypertension to other diseases or death.
Compliance has been established as a critical
deterrent in the treatment of essential hypertension.
Regardless of increased management of hypertension, more
clients are continuing to develop heart diseases, renal
failure, and other illnesses.

Heart disease has been

identified as the leading cause of death in the United
States.
Researchers have agreed that hypertension is a
chronic disorder (Sharkness & Snow, 1992).

Many sources

have evaluated the effects of marital status, race, and
client beliefs on compliance and correlates of
nonadherence (Sharkness & Snow, 1992; Shea, Misra,
Ehrlich, Field, & Francis, 1992; Trevino, Young, Groff, &
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Jono, 1990).

However, only one study was found that

specifically addressed health behaviors in relation to
compliance (Miller, Wikoff, & Hiatt, 1992).

This research

study sought to further determine if a relationship exists
between health behaviors and compliance with hypertensive
treatment regimens.
Significance to Nursing
Assessment of beliefs and health behaviors is crucial
when assessing clients with chronic illnesses.

Health

beliefs are an individual's opinion or view about health.
They are instilled by family, peers, society, and the
environment and affect behavior.

Inappropriate or

unfavorable behavior must be modified, if not changed, to
produce a desired effect.

Clients need to be included in

negotiating their plan of care to improve the level of
compliance (Pender, Walker, Sechrist, & Frank-Stromborg,
1990).

Nurse practitioners in clinical practice should

involve clients in decisions about their care.

Thorough

assessments are useful and include utilizing instruments
such as the lifestyle profile guestionnaire, wherein the
likelihood of the client to engage in healthy behaviors
can be determined.

Results from this study could be

useful in the practice of family nurse practitioners
(FNPs).

The FNP has the opportunity to assess, diagnose,

and manage clients with hypertension.

Information
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obtained from this study may be generalized to management
of all clients with chronic illnesses.
Pender's (1982) model validates the need for
promoting health through the use of assessing beliefs and
behaviors; thus nurse practitioners should consider using
this theory as a framework for practice.

According to

Pender's Health Promotion Model, individual beliefs about
health influence the likelihood of participation in
health-promoting behaviors.

Health behaviors are linked

to health promotion, which is the goal of primary care.
Nursing programs need to incorporate the importance
of health beliefs and behaviors in educating students to
care for clients.

Students should be educated to assess

beliefs at all educational levels of training.

Emphasis

must be placed on changing or modifying behavior to ensure
compliance with therapy, thus promoting health and
compliance.
Although studies have been conducted which focus on
beliefs about health or behaviors in relation to
compliance, nurse clinicians must continue to evaluate
reasons for noncompliance.

The results of this study

could provide solutions to the problem of noncompliance
with hypertension, as well as improve response to
treatment of chronic illnesses.

6

Conceptual Framework
Pender's Health Promotion Model, derived from the
Social Learning Theory, was selected as the conceptual
framework for this research.

According to Pender (1987),

"the health promotion model is proposed as an explanation
of why individuals engage in health actions" (p. 69).

The

three major concepts of the theory identified included
cognitive-perceptual factors, modifying factors, and
variables affecting the likelihood of action.

Each factor

affects each client differently, yet all interrelate
causing a response to health-promoting behavior (Pender,
1982; Pender, 1987).
Health promotion refers to an interaction between the
individual and his/her environment.

The cognitive-

perceptual factors are considered to be the primary
motivational mechanisms in acguiring health-promoting
behavior.

The cognitive-perceptual factors are influenced

by seven components:

(a) importance of health,

(b) perceived control of health, (c) perceived selfefficacy, (d) definition of health, (e) perceived health
status, (f) perceived benefits of health-promoting
behavior, and (g) perceived barriers of health-promoting
behavior (Pender, 1982; Pender, 1987; Pender et al.,
1990).
The importance of health is dependent on the personal
values the individual has placed on health.

Perceived
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control of health refers to the individual belief that he
or she can control or affect his/her health.

Pender

(1987) states perceived self-efficacy "refers to
individuals' convictions that can successfully execute the
required behavior necessary to produce a desired outcome"
(p. 62).

The definition of health varies from person to

person and basically means a level of wellness or absence
of disease.

Perceived health status is what the person

thinks about his/her present state of health.

The

perceived benefits of health-promoting behaviors are
beliefs the person obtains or acquires from certain
actions that have been performed.

The perceived barriers

to health-promoting behavior are a direct influence on the
individual's ability to participate in health-promoting
behavior (Pender, 1982; Pender, 1987; Walker, Sechrist, &
Pender, 1987).

This current study tested these factors

utilizing the Lifestyle Profile questionnaire.
The second concept, modifying factors, consists of
demographic factors, biological characteristics,
interpersonal influences, situational factors, and
behavioral factors.

Some of these influences and

characteristics can be totally changed or simply modified.
Individuals are born with certain qualities and acquire
others (Hugh, 1991).

According to Pender (1987), "the

health promotion model modifying factors exert their
influences through the cognitive-perceptual mechanisms
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that directly affect behavior" (p. 68).

Demographic

factors are identifying informative features of an
individual, such as age, race, sex, education, and income.
Biological characteristics are those developmental
gualities such as sex or weight.

Interpersonal influences

are the impact of behavior or meanings placed after an
interaction with a significant other, family member, or
health care provider.
of society.

Influences also come from the norms

Situational factors include the options

available for health care.

Behavioral factors refer to

past experience to health activities.

If these factors

and influences are beneficial to the client, then he or
she is more likely to repeat the activity (Pender, 1982;
Pender, 1987; Pender et al., 1990).

This current study

obtained these factors from chart review utilizing the
Williams Chart Audit Form which will record demographic
information and measures of compliance.
The third concept, variables affecting the likelihood
of action, can be internal or external to the individual.
These are based on beliefs learned from society and the
environment of home and surroundings.

These variables

overlap with the other two concepts of the theory.

They

all help the client decide the likelihood of participating
in health-promoting behaviors (Pender, 1982; Pender, 1987;
Pender et al., 1990).

This current study obtained these

variables utilizing the Lifestyle Profile Questionnaire
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which measures the likelihood for participation in healthpromoting behavior.
The researcher examined the relationship between
health behaviors and compliance with hypertension
treatment regimens in middle-aged adults.

Since behavior

has been learned, clients' personal beliefs about health
have an influence either directly or indirectly on
participation in health-promoting behavior, such as
adherence to a prescribed treatment regimen.

The

cognitive-perceptual factors and modifying factors of an
individual may have determined the likelihood of
participation in health-promoting behavior (Pender, 1982;
Pender, 1987; Pender et al., 1990).
Assumptions
The following assumptions have been developed:
1.

Compliance is influenced by personal beliefs

about health.
2.

Health-promoting behavior is influenced by

perceptions about health.
3.

Hypertension is one of the leading causes of

death in middle-aged adults.
Statement of the Problem
Even though scientific research has increased the
management of hypertension, it is still one of the leading
causes of death in middle-aged adults (Shea et al., 1992).
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Thus, the problem seemed to be associated with compliance
with therapeutic plans of care, not health behaviors of
clients with hypertension.

This research focused on the

degree of correlation between health behaviors and
compliance with hypertension treatment regimens in middleaged adults.
Research Hypotheses
This research was designed to determine what factors
were involved in following hypertension treatment
regimens.

Thus, the following null hypotheses have been

devised:
Ho1:

There is no correlation between health

behaviors and compliance with hypertension treatment
regimens in middle-aged adults.
Ho2:

There is no correlation between selected

demographic variables and health behaviors in middle-aged
adults diagnosed with hypertension.
Definition of Terms
Health behaviors:
healthy or well.

Actions a client takes to remain

Health behaviors were measured using the

Lifestyle Profile Questionnaire (Walker et al., 1987).
Compliance:

Following a regimen of diet, exercise,

and medication as prescribed by the health care provider.
These variables are monitored by weight, blood pressure,
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and self-report as recorded on the health record.

These

data were assessed using the Williams Chart Audit Form.
Hypertension treatment regimen:

Those clients

diagnosed by a physician not less than one year and no
greater than 5 years ago who had been prescribed a
treatment regimen for control of essential hypertension as
determined by chart review.
Middle-aged adults:

Men and women between 40 and 55

years of age diagnosed with hypertension not less than one
year and no greater than 5 years as determined by date of
birth and the Williams Chart Audit Form.
Selected demographic variables:

Those factors

including age, race, sex, and marital status recorded from
the health record and self-report using the Williams Chart
Audit Form.

Chapter II
Review of the Literature
The areas of literature reviewed for this study
included perceptions of compliance, modifying factors
affecting regimens, and Fishbein's Theory of Reasoned
Action.

This research has been conducted evaluating

compliance with hypertension treatments in middle-aged
adults.

The studies also focused on evaluating

perceptions and compliance to treatment regimens.
Shea et al. (1992) implemented a study to examine
correlates of adherence and nonadherence to hypertension
treatment in an inner-city minority population.

The

problem identified was why do patients diagnosed with
hypertension fail to adhere to treatment.

The researchers

sought to correlate emergency room use and noncompliance
in hypertensive patients.

The sample, one of convenience,

consisted of 207 subjects diagnosed with hypertension.
Subjects were taken from daily admissions and emergency
room records of two selected hospitals between October
1989 and June 1991.
Instrumentation was based on structured interviews
and chart abstraction forms.

Trained research assistants

were utilized to collect data.
12

A compliance scale
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developed by Morisky, Green, and Levine (cited in Shea et
al., 1992) was used to assess adherence to blood pressure
medication regimens.

Shea et al. (1992) found that

subjects used the emergency room for treatment of
hypertension and that the lack of a primary physician was
associated with nonadherence to drug treatment.

These

researchers concluded that there was no relationship
between nonadherence to treatment in reference to use of
emergency rooms or lack of primary care physicians.

Shea

et al.'s (1992) study provided information on behaviors
affecting participation in health-promoting behaviors
which was the variable of interest in this current study.
Shea et al.'s research focused on compliance with
treatment regimens, primarily medications, which was part
of this current study.
In another study, Sharkness and Snow (1992) explored
patients' understanding of hypertension as a contributing
problem to noncompliance.

This cross-sectional study

included 125 veterans who were outpatients at a clinic.
Structured telephone interviews utilizing a questionnaire
and a chart review utilizing medical records and
computerized pharmacy records were used for data
acquisition.

According to Sharkness and Snow (1992),

There were no significant differences in
demographic features, type or number of
prescribed hypertension medications, initial and
final diastolic and systolic blood pressures,
complications of hypertension, and percentages
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with diabetes, obesity, drug, or alcohol abuse
history, or use of other long-term medications,
(p. 142)
Sharkness and Snow (1992) concluded that compliance was
not consistently associated with age, sex, education,
income, intelligence, marital status, or knowledge of
disease process.

This study included an objective

convenient measure of compliance utilizing computerized
pharmacy refill records.

The study provided an

examination of the modifying factors, including the
biological characteristics, demographic information,
interpersonal influences, situational factors, and
behavioral factors, which have been important variables in
health promotion.
Fishbein's Theory of Reasoned Action has been
evaluated by testing the sufficiency of the variables of
the model as predictors of compliant behavior in
hypertensive patients (Miller et al., 1992).

According to

Fishbein's model, behaviors are determined by the intent
to perform the behavior.

Miller et al. sought to

determine if attitudes, perceived beliefs of others, and
motivation to comply directly affected intentions to
comply with hypertensive treatment.
The study used a descriptive correlational design.

A

convenience sample of 56 newly diagnosed hypertensive
clients was utilized.

The setting for the study was a

midwestern outpatient Veterans Administration Center (VA).
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Instrumentation included the Miller Attitude Scale,
Motivation to Comply Scale, Health Intention Scale, Health
Behavior Scale, and the Perceived Beliefs of Others Scale.
Demographic information and medical characteristics were
obtained from chart review.

During the initial visit,

instructions were provided about the disease, and
treatment regimens were prescribed.

Six months after the

diagnosis the questionnaires were administered.
the scales were administered to the subjects.

All of

The Health

Behavior scale also was administered to the significant
other to validate the subject's response.
Data were analyzed using the Pearson Product Moment
Correlation coefficient.

A significant relationship was

found in validating the subject's response for diet (p <
.002), smoking (p < .000), and modification of stress (p <
.05).

Additionally, compliance was found to be influenced

indirectly by the perceived beliefs of others.

Miller et

al. (1992) concluded compliant behavior is directly
influenced by intentions, attitudes, and motivation to
comply.

Each of the variables was analyzed together when

evaluating prescriptions such as diet (p < .05), smoking
(p < .74), exercise (p < .18), stress management (p <
.35), and medications (p < .10).
to the current research.

This study was similar

Health behaviors were found to

be influenced by personal beliefs and health actions.

16

These factors were determined by Miller et al. to
influence compliance to the prescribed regimen.
The relationship between the demographic variable of
marital adjustment and antihypertensive compliance was
evaluated by Trevino et al. (1990).

The authors predicted

that a higher dyadic adjustment score could be associated
with greater compliance.

A cross-sectional, correlational

design was utilized in this study.

The setting was a

family practice center at a southwest medical university.
The criteria for participation included a minimal age of
21, diagnosed with essential hypertension, an active
patient of the center for the last 18 months, and followed
by the clinic within the last 6 months.

The mean age of

the sample was 50 years with 65% whites and 34.9% blacks.
Two hundred subjects were selected through chart audit.
Each subject was mailed three questionnaires at one
month intervals.

The first part measured compliance with

hypertensive regimens using a researcher-designed
instrument.

Information about medications was obtained

with this form, including dosage, missed or skipped doses,
follow-up with a physician, weights, and compliance with
diet.

The second portion was based on the Health Risk

Appraisal Questionnaire.

This questionnaire was designed

by the Centers for Disease Control (CDC) to measure health
risk factors associated with tobacco and alcohol use,
obesity, physical inactivity, diabetes, hypertension,
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cancer, suicide, and homicide.

The questionnaire also

measured perceived health status, life satisfaction, and
social support.

The third part of the questionnaire

consisted of a 32-item Dyadic Adjustment Scale which
measured marital adjustment.

Questionnaires were

completed and returned by 109 married hypertensive
patients.
Trevino et al. (1990) found that men had a higher
adjustment score than women.
blood pressure reading.

Women had a higher diastolic

The dependent variables included

obesity, frequency of forgetting and discontinuing
medications, smoking cessation, amount of alcohol use,
diastolic blood pressure, and physical activity.

The

independent variable was the score on the dyadic
adjustment scale.

Multiple regression analysis was used

to test the hypothesis.

Trevino et al. concluded that

better marital adjustment yields greater compliance with
prescribed regimens.

Higher marital adjustment was

associated with lower percentages of obesity (p < .05) and
better compliance with treatment.

There was an

association between dyadic adjustment scores and frequency
of forgetting antihypertensive medications (p < .01).
There were higher dyadic adjustment scores among those who
continued their medications without interruption (p <
.01).

Younger subjects were more likely to have higher

diastolic blood pressures (p < .20).

Trevino et al.
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examined the variables of marital status, medications,
weights, diet, and follow-up with the physician, and
compliance with hypertensive regimens.

The findings are

relevant to this current study as a comparison.
In another study, Powers and Jalowiec (1987)
attempted to identify predictors of blood pressure control
and adjustment to chronic illness.

The study randomly

selected 450 hypertensive patients from six outpatient
sites in urban and suburban Chicago.

A total of 75

clients was selected from each site.

Subjects ranged from

25 to 91 years of age.

Psychosocial, health, and illness

variables were measured from formal instruments,
structured interview, and chart review.

Moos and Tau's

adaptation model was used as the conceptual framework.
Instrumentation included five tools:

the Psychosocial

Adjustment to Illness Scale (PAIS), a 45-item scale used
to assess adjustment to chronic illness, and the
Multidimensional Health Locus of Control Scale (MHLOCS),
an 18-item tool, which measured the degree of control the
person felt about his or her health.

Additionally, the

participants rated their guality of life on a 10-ladder
scale based on past, present, and future points in time.
The Jalowiec Coping Scale (JCS) was used to measure the
extent of using coping behaviors.

Lastly, the

Hypertension Knowledge Test (HKT), 18 open-ended
questions, assessed the participants' knowledge about
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hypertension.

Diet information was obtained by two self-

ratings and review of the diet record.

The Health History

Questionnaire (HHQ) was obtained by interview and chart
review.
Stepwise discriminant analysis was used to determine
which variables discriminated between those with
controlled hypertension and better adjustment and
uncontrolled hypertension and worse adjustment to chronic
illness.

Based on the analysis performed, Powers and

Jalowiec (1987) determined that better health adjustment
scores, illness-related job problems, greater satisfaction
with health care, fewer illness-related sexual problems,
better medication knowledge, longer time on hypertensive
medications, lower diastolic blood pressure at time of
interview, and lower mean arterial pressure for the
previous 6 months were identified as significant
predictors of hypertension control.

The canonical

correlation for the predictors was 0.63.
In conclusion, researchers continue to explore
reasons for noncompliance.

Studies have been performed

evaluating factors affecting compliance to hypertensive
treatment regimens in various settings.

Researchers have

studied compliance in relation to age, race, perceived
beliefs, marital status, and reasoned action.
Shea et al. (1992) reported that no relationship
exists in clients who utilized the emergency rooms instead
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°f primary care physicians.

Compliance with hypertensive

regimens was evaluated and many were noncompliant.
Sharkness and Snow (1992) reported that compliance was not
associated with age, sex, education, income, intelligence,
marital status, or knowledge of disease processes.
Trevino et al. (1990) reported that better marital
adjustment yielded better compliance to treatment.

Powers

and Jalowiec (1987) studied the profiles of a welladjusted hypertensive patient.

Results indicated that

well-adjusted hypertensive patients had fewer hypertensive
related problems.

Miller et al. (1992) reported compliant

behavior is directly influenced by intentions, attitudes,
and motivation to comply.

This latter study was most

similar to the current research.
Recommendations of the reviewed literature included
that further studies examining various populations were
necessary.

Therefore, this current study evaluates health

behaviors in middle-aged to determine compliance with
hypertensive treatment regimens.

Chapter III
The Method
The descriptive correlational study about health
behavior and compliance examined a sample of middle-aged
adults diagnosed with hypertension.

The purpose of

descriptive research has been to observe, describe, and
document aspects of a situation.

Correlational studies

determine if a relationship exists between variables
(Polit & Hungler, 1991).

Since the purpose of this study

was to determine a relationship between health behaviors
and compliance with hypertension treatment regimens in
middle-aged adults, this type of design was appropriate.
Two variables were of interest in this study,
including compliance and health behaviors.

Health

behaviors were measured using the Lifestyle Profile
Questionnaire (Walker et al., 1987).

Compliance was

evaluated using the Williams Chart Audit Form designed by
the researcher.

The controlled variables included age

range and diagnosis.

Time constraints may have been an

intervening variable.
Setting, Population, and Sample
The setting for this study included three primary
care clinics located in three rural Northwest Mississippi
21
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counties.

In Mississippi, heart disease has been

identified as the leading cause of death among individuals
aged 45 to 64 years.

Heart disease also is the second

cause of death among individuals aged 25 to 44 years.
Cerebrovascular accidents (CVA) is the third leading cause
of death in individuals aged 45 to 64 years.

Middle-aged

populations are shown to have higher incidence for death
resulting from hypertension (Mississippi Statistical
Abstract, 1992; Vital Statistics, 1992).

Each study site

was in a rural community and included different
populations:

one Caucasian and one Afro-American.

It was

the intent of the researcher to include a third population
in this study, the American Indians.

However, due to

difficulties in obtaining approval from administration on
the Indian reservation, this was not possible.

The first

community was located in Bolivar County with a population
of 41,420, the second community was located in Washington
County with a population of 67,935, and the last community
was located in Tallahatchie County and has a population of
15,100 with all socioeconomic levels represented
(Mississippi Statistical Abstract, 1992; Vital Statistics,
1992; World Book Encyclopedia, 1991).

The Afro-American

subjects were obtained from a clinic in Bolivar County and
the Caucasians from a Tallahatchie County clinic and
Washington County due to the number of available
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participants.

The primary income in each county was from

farming and industry.
The sample included all men and women who responded
to an invitation and met the criteria for age and
diagnosis, agreed to participate, and were present during
data collection.

A total of 30 subjects from the three

sites participated in the study.
Methods of Data Collection
After approval to conduct the research was granted by
the Committee on Use of Human Subjects in Experimentation
of Mississippi University for Women (see Appendix A),
three primary care clinic physicians were contacted.
Verbal permission was obtained via phone conversation
followed by a letter explaining the study (see Appendix
B).

Signed consents were obtained from all three

physicians (see Appendix C).

On the day of data

collection, the appointment schedule was reviewed to
target hypertensive clients.

Upon arrival at the clinic,

the subjects were approached and asked to participate in
the study.

The Participants Informed Consent Form (see

Appendix D) was provided which explained the purpose of
the study.

The participants signed and dated the bottom

of this form indicating their willingness to participate
in the research study and acknowledging consent to review
medical records.
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The researcher administered the Lifestyle Profile
Questionnaire to each participant (see Appendix E).
Permission for use of this tool was requested and obtained
from Dr. Nola Pender (see Appendix F).

When the subjects

completed the questionnaires, they were placed in an
envelope.

While the subject was completing the

questionnaire, chart reviews were performed.

Hypertensive

treatment regimens of medications, diet, exercise, and
follow-up appointments were evaluated using the Williams
Chart Audit Form.

This form was also used to obtain

demographic information including age, race, sex, and
marital status subjectively and verified through chart
review (see Appendix G).

Retrospective chart audits were

performed for the last four visits on a quarterly basis.
Data collection was stopped when all available middle-aged
adults were obtained.

Data were collected from May 23-

June 21, 1994.
Instrumentation.
instruments:

Data were collected using two

the Williams Chart Audit Form and the

Lifestyle Profile Questionnaire.

The Williams Chart Audit

Form measured compliance and included 10 items.

This tool

was designed to obtain information in the following areas:
(a) blood pressure; (b) weights; (c) prescribed regimen to
include diet, medication, and exercise; and (d) follow-up
appointments.

Participants received 2 points each for

maintaining or decreasing blood pressures and weights, and
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following the prescribed regimen.

If blood pressures or

weights increased, 1 point was given.

Four points were

given if all appointments were kept, 3 points if one
appointment was missed, 2 points if two appointments were
missed, and 1 point if more than two appointments were
missed.

The scores were totaled for all four variables on

a 10-point scale with 10 representing totally compliant
behavior.

Demographic data also were collected using this

form to include age, race, sex, and marital status.
Adequate space for comments by the researcher was provided
to obtain additional information that could be pertinent
to this study.

Since this instrument was used only to

record data, reliability and validity were not considered.
The second tool, the Lifestyle Profile Questionnaire,
was used to determine health-promoting behaviors.

This

questionnaire consisted of 48 items focusing on six areas:
(a) self-actualization, (b) health responsibility, (c)
exercise, (d) nutrition, (e) interpersonal support, and
(f) stress management.

Health-promoting behavior was

obtained by a scale ranging from 1 (meaning never has
participated in a health-promoting behavior) to 4 (meaning
routinely participated in health-promoting behavior).

The

instrument was found to have internal consistency with an
alpha coefficient of 0.922.

Stability of the instrument

has been tested twice in a sample of adults aged 18 to 88
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years in a 2-week period resulting in a correlation
coefficient of 0.926 (Walker et al., 1987).
Methods of Data Analysis
Descriptive statistics of frequencies and means were
used to analyze the demographic data.

The means of the

total scores were obtained from the Lifestyle Profile
Questionnaire responses.

The higher the mean, the greater

potential for health-promoting behavior.

The Pearson

Product Moment Correlation was used to test the
hypotheses.

The significance level for the study was .05.

Chapter IV
The Findings
The purpose of this study was to determine the
magnitude of the relationship between health behaviors and
compliance with hypertension treatment regimens in middleaged adults.
employed.

A descriptive correlational design was

Data were derived from the Lifestyle Profile

Questionnaire designed to measure the likelihood for
participating in health-promoting behaviors.

Demographic

information including age, race, sex, and marital status
and compliance information including blood pressures,
weights, prescribed regimens, and follow-up appointments
were obtained using the Williams Chart Audit Form.
this chapter, the sample is described.

In

Further, results

of data analysis and additional findings of interest are
presented.
Description of the Sample
The convenience sample (N = 30) included clients
meeting the criteria who visited the clinic sites between
May 23 and June 21, 1994.
40 to 55 years.

The subjects ranged in age from

Race was equally represented as either

Caucasian (50%) or Afro-American (50%).
(83%) were women.

The majority

Twenty (67%) of the participants were
27
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married, while 6 (20%) reported being single, 1 (2%)
reported being widowed, and 3 (10%) reported being
divorced.

All participants were prescribed medication as

their treatment regimens.

Three of the participants also

were counseled on diet and exercise.

Compliance results

indicated that 11 (37%) of the participants had an overall
compliance score of 10, meaning they were totally
compliant.

Twenty-eight (90%) of the participants scored

6 or higher indicating that most achieved a degree of
compliance.
Results of Data Analysis
Two null hypotheses guided this research.

The first

null hypothesis stated that there was no correlation
between health behaviors and compliance with hypertension
treatment regimens in middle-aged adults.

Descriptive

statistics revealed a mean of 2.6, based on the Lifestyle
Profile Questionnaire, meaning the participants were
likely to engage in healthy behavior.

Data also were

analyzed using the Pearson Product Moment Correlation.

No

significant relationship between health behaviors and
compliance emerged (r = .25, p = .09), thus the researcher
failed to reject Hypothesis 1.

However, since results

approached significance, further evaluation of healthpromoting behaviors by subsets was performed.
Significance emerged for the subset of health
responsibility (see Table 1).
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Table 1
Correlation of Health-Promoting Lifestyle, SelfActualization, Health Responsibility, Exercise, Nutrition,
Interpersonal Support, and Stress Management with Health
Behaviors Using the Pearson Product Moment Correlation

Variable

N

r

Health-promoting lifestyle

30

.25

.09

Self-actualization

30

.22

. 12

Health responsibility

30

.30*

.05

Exercise

30

.20

. 14

Nutrition

30

.13

.24

Interpersonal support

30

.27

.07

Stress management

30

-.03

.44

E

*p = .05.
The second null hypothesis stated that there was no
correlation between selected demographic variables and
compliance with hypertension treatment regimens in middleaged adults.

Data were subjected to the Pearson Product

Moment Correlation analysis.

Significant correlations

were determined for the variables of age, race, and
marital status.

Based on these results, Hypothesis 2 was

rejected (see Table 2).
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Table 2
Correlation of Demographic Variables with Compliance Using
the Pearson Product Moment Correlation

Variable

N

r

E

Age

30

.31*

.05

Race

30

-.61*

.00

Sex

30

. 10

.31

Marital status

30

.48*

.00

*2 < .05.
Additional Findings
This research did not focus on health behaviors in
correlation with selected demographic variables.

However,

additional findings of interest showed that in regard to
age, race, and sex, there was some significance within the
subsets as shown in Table 3.
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Table 3
Correlation of Demographic Variables with Health-Promoting
Lifestyle, Self-Actualization, Health Responsibility,
Exercise, Nutrition, Interpersonal Support, and Stress
Management with Health Behaviors Using the Pearson Product
Moment Correlation

Marital
Status

Subset

Age

Race

Sex

HPL

.35**

-.39**

-.34**

.11

SA

.30*

-.49***

-.24

.00

HR

.24

-.34**

-.34**

.20

EX

.03

-.32*

-.22

.24

NUT

.37**

-.03

- .08

.04

- .42***

-.45***

.15

-.06

-.29

IPS

41***

SM

.21

-.07

Note. HPL = Health promoting lifestyle; SA = Selfactualization; HR = Health responsibility; EX = Exercise;
NUT = Nutrition, IPS = Interpersonal support; and SM =
Stress management.
*E > -05.

**p > .03.

***p _> .01.

Summary
The sample (N = 30) had a mean age of 47 years.

Race

was equally represented with Caucasian (50%) and AfroAmerican (50%).
was women.

The majority of the participants (n = 25)

Twenty participants (67%) were married.

All

participants were prescribed medication as their treatment
regimen.

Twenty-eight (90%) of the participants achieved
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a degree of compliance.

No significant correlation

between health behaviors and compliance was found.
However, age, race, and marital status significantly
correlated to compliance.

Additional findings revealed

significant correlations between demographic variables and
subsets of health behaviors.

Chapter V
The Outcomes
Although numerous studies have been performed
examining compliance, very little research has been done
to evaluate health behaviors in hypertensive clients.

The

purpose of this study was to explore the variables of
health behaviors and compliance with hypertension
treatment regimens in middle-aged adults.

Pender's (1987)

Health Promotion Model served as the conceptual framework
relating compliance with therapy as a means of health
promotion.
In this descriptive correlational study two
instruments for data collection were utilized:

the

Lifestyle Profile Questionnaire and the Williams Chart
Audit Form.

Data collected from a sample of middle-aged

hypertensive patients in three Northwest Mississippi
primary care clinics were analyzed using descriptive
statistics and the Pearson Product Moment Correlation.
In this chapter, a summary of the findings from this
study and their meanings are discussed.

Also included are

conclusions, implications for nursing, and recommendations
for future research.
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Summary of the Findings
The sample was comprised of 30 hypertensive patients
residing in rural Northwest Mississippi.
ranged in age from 40 to 55 years.
represented.

The participants

Race was equally

Eighty-three percent of the participants (n

25) were women, and 67% (n = 20) were married.

Eleven

(37%) of the participants had an overall compliance score
of 10, meaning that they were totally compliant with their
treatment regimens.

Twenty-eight (90%) of the

participants were determined to have some degree of
compliance.

All of the participants were prescribed

medication as their treatment regimen.

Three of the

participants also were counseled on diet and exercise.

Of

the total sample, 17 (53%) were likely to engage in
health-promoting behavior.
Two hypotheses guided this study.

The first

hypothesis stated there was no correlation between health
behaviors and compliance with hypertension treatment
regimens in middle-aged adults.

No significant

relationship emerged; therefore, the researcher failed to
reject Hypothesis 1.

The second hypotheses stated there

was no correlation between selected demographic variables
and compliance with hypertension treatment regimens in
middle-aged adults.

Analysis revealed that the variables

of age, race, and marital status were significantly
correlated with compliance; therefore, Hypothesis 2 was
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rejected.

Subjects who were older and/or Caucasian and/or

married were more compliant with therapy.

Additional

findings detected significance between certain demographic
variables and health behaviors.
Discussion
Since health behaviors and compliance with
hypertension treatment regimens have not been researched,
the findings of this study that there was no significant
correlation between these two variables cannot be
supported in the literature.

However, in a similar study

Miller et al . (1992) assessed whether attitudes, perceived
beliefs of others, and motivation to comply directly
affected intentions to comply.

These researchers

concluded that health behaviors were influenced by health
actions.

Thus, compliant behavior was directly influenced

by intentions, attitudes, and motivation to comply.
Although this current study did not assess these
variables, the positive correlation between health
responsibility and health behaviors which emerged in this
study serves to support Miller's findings.

Perhaps, some

of the subjects perceived that their health status was
their obligation.

Therefore, they would assume

accountability for whether they followed or failed to
follow a prescribed treatment.
Another possible explanation for the findings of this
current study could be that the subjects did not modify
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their behaviors regarding compliance or possessed an
unwillingness to alter their lifestyle due to lack of
understanding the purpose of the activity.

Diet,

exercise, and health beliefs are culturally based;
therefore, participation in healthy activities is
determined by cultural values.

Thus, suppositions along

this line would support Pender's (1987) Health Promotion
Model which states the individual's cognitive-perceptual
factors, modifying factors, and variables affecting the
likelihood of participating in health-promoting behaviors
are needed to engage in healthy behaviors.

However,

overall findings of the study failed to substantiate
Pender's premises as health behaviors did not correlate
significantly with compliance.
Another study which explored the patient's
understanding of hypertension in relation to compliance
was performed by Sharkness and Snow ( 1992 ).

With a larger

sample size and more demographic information than the
current study, Sharkness and Snow assessed 125
hypertensive patients who were outpatients at a clinic.
The researchers reported that compliance was not
consistently associated with age, sex, education, income,
intelligence, marital status, or knowledge of disease
process.

This current study revealed significant

correlations between the variables of age, race, and
marital status with compliance.

Differences in findings
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could be based on the geographical location of the sample
and individual characteristics and beliefs of the
participants.
In 1990, Trevino et al. reported that men had higher
adjustment scores associated with compliance than did
women and that better marital adjustment yields greater
compliance with prescribed regimens.

While the variable

of adjustment was not assessed in this study, findings do
suggest a positive correlation between being married and
compliance with hypertension therapy.

This potentially

important relationship is relevant for further
investigation.
Additional findings of the study revealed some
significance between age, race, and sex and health
behaviors.

Individuals who were older and/or Caucasian

and/or female engaged in healthy behaviors.

This finding

could be based on the perception that the older person
strives to live a full productive life free of medical
problems.

They are more geared toward maintaining their

full level of functioning, thus would engage more in a
health conscious mode.

For Caucasians, health behaviors

may be attributed to lifestyle and cultural beliefs.
Caucasians are more structured to the mainstream of
medical regimens regarding nutrition, diet, and exercise,
thus would be more apt to engage in healthier behaviors as
defined by a predominantly perfectionistic society.
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Lastly, women are prone to be health conscious due to
societal images and portrayal by the media.
Advertisements exist with women seen engaging in exercise,
diets, and eating nutritious foods; therefore, women tend
to live up to standards set by society.

However, the

individual's belief about the activity determines his/her
participation.
One of the constraining factors of this study could
have been the small and nonrandomized sample.

However,

the researcher used multiple settings to ensure a better
representation.

In performing the study, the researcher

also found several Afro-American participants to be
illiterate.

The researcher was involved in reading items

from the questionnaire and explaining their meaning, which
may have influenced these participants' choice of answers.
Lastly, the compliance tool utilized in this study was
designed and scored by the researcher for this study; thus
validity and reliability of the tool have not yet been
established.

This may account for the high level of

compliance.
Conclusions
The following conclusions were derived from this
study:
1.

According to the results of this study, there was

no significant correlation between health behaviors and
compliance with hypertension treatment regimens in middle—
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aged adults.

However, the data revealed a significance

between health responsibility and compliance.
2.

Although findings do not clearly support Pender's

Health Promotion Model, the tenets of the model provide an
appropriate framework for evaluating health behaviors and
compliance.
3.

In this study significant correlations for the

demographic variables of age, race, and marital status
with compliance were found.

This finding, regarding

marital status in particular, supported previous research.
4.

There was a significant positive relationship

between health behaviors and the demographic variables of
age, race, and gender.

The researcher concludes that

these variables do impact the health behaviors of
individuals.
Implications for Nursing
Health care providers must emphasize health
promotion.

Clients need proper guidance, education, and

support in order to comply with therapy.

The nurse

clinician is educated to adequately assess, diagnose, plan
for, intervene with, and evaluate a client with
hypertension or other chronic illnesses.

The advanced

practice nurse provides holistic care in a primary care
setting.

Thus, assessment of behaviors and beliefs is an

important element in client care and should be considered
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when evaluating clients' compliance to the prescribed
regimen.
Demographic and cultural characteristics play an
important role in determining patient compliance.

The

nurse practitioner, when assessing and planning treatment
regimens for clients, cannot overlook the individual
characteristics which tend to influence compliance.

Based

on the findings from this study, age, race, gender, and
marital status deserve special attention when developing a
regimen of treatment for hypertension in which compliance
and health behaviors are essential elements for success.
Education and follow-up are two main areas upon which
the nurse clinician must focus to promote health.
Educational programs can be established and provided by
the nurse clinician for all clients seen in practice.
Follow-up treatment must be stressed and monitored.

Both

education and follow-up are ways of determining health
beliefs to be altered, of ensuring the plan of care is
understood, and of monitoring compliance.
The final implication from this study relates to the
use of Pender as a theoretical framework for nurse
clinicians.

Through incorporation of Pender's Health

Promotion Model, the nurse clinician has a framework
within which to focus on health promotion by examining
beliefs and behaviors in hopes of changing or modifying
behavior in order to promote health.
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The findings from this study contribute to existing
nursing knowledge regarding health behaviors in
hypertensive adults, compliance in the hypertensive
population, and the relationship between the two
phenomena.

The relationship between compliance and health

behaviors continues to be a rich area for research for
nurse practitioners.
Recommendations
As a result of this study, the following
recommendations are made:
Research
1.

Replication of this study with a larger sample

size and additional ethnic groups.
2.

Replication of a similar study using another

instrument appropriate for illiterate populations.
3.

Development of valid and reliable research tools

for measuring compliance.
4.

Conduction of more research using Pender's Health

Promotion Model to examine health behaviors.
5.

Conduction of research which incorporates

teaching/learning strategies that affect health behaviors.
6.

Assessment of the phenomena of marital status and

spousal support in the practice of compliance to treatment
regimens.
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Nursinq
1.

Implementation of the nurse practitioner role to

promote solutions to the problem of noncompliance.
2.

Recognition and assessment of health behaviors

and beliefs to be included in the basic education of all
health care providers.
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March 15, 1994

Ms. Marilyn Williams
c/o Graduate Nursing Program
Campus
Dear Ms. Williams:
I am pleased to inform you that the members of the Committee
on Human Subjects in Experimentation have approved your proposed
research upon the following conditions:
The consent form should be received from the physician as well
as the patient before any review of the records can be
undertaken
to
meet
the
basic
requirement
of
the
confidentiality of medical records.
I wish you much success in your research.
Sincerely,

Thomas C. Richardson
Vice President
for Academic Affairs

Mr.
Ms.
Dr.
Dr.

Jim Davidson
Jeri England
Nancy Hill
Rent

Where Excellence is a Tradition
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442 South 9th Street
Greenville, MS 38701

Dear Physician:
I am a registered nurse and a graduate student at
Mississippi University for Women. As a part of my
studies, I am conducting research on the relationship
between health behaviors and compliance with hypertension
treatment regimens in middle-aged adults. This research
will help health professionals gain a better insight into
assessment and treatment of patients with hypertension, as
well as other chronic illnesses.
A 48-item guestionnaire regarding lifestyle and behaviors
will be administered. Chart review to obtain demographic
information such as age, race, marital status,
hypertensive regimen prescribed (including diet, meds, BP,
exercise, and follow-up) will be performed on each client.
I will need 15 patients who meet my criteria from your
clinic.
I would like your permission to conduct this research at
Choctaw Health Center. In order to implement this
research, I would like your written permission. All
information shared in this study will be confidential and
will be used for this study. No names will be used, and
the information will be reported as a group. Patient
participation is voluntary, and they may withdraw from the
study at any time before data analysis. If you wish, a
summary will be sent to you upon completion of the study.
If you would like more information, please call me at
(601) 378-5882.
I would like to begin collecting my research in May 1994.
If you foresee a particular day to be suitable for you,
please let me know. Otherwise, I will call you with my
schedule.
Thank you for considering my reguest.
Sincerely,

Marilyn D. Williams
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Physician's Memorandum of Agreement
Concerning Research Study

Title of Study:
Relationship Between Health Behaviors and Compliance
with Hypertension Treatment Regimens in Middle-Aged
Adults
Name of Physician:

Study discussed with and explained to:
Name of Physician
Involvement in study:
Cooperation: Consent for subject to be used in
this study and review of medical record.

Date

Physician's Signature

Investigator's Signature

APPENDIX D
PARTICIPANT INFORMED CONSENT FORM
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Date:
Code:

Hello Participant,
My name is Marilyn Williams. I am a registered nurse and
a graduate student at Mississippi University for Women. I
am doing a research study about health behaviors in people
with high blood pressure, and I am asking you to help me
with this study. The results of this study could help
other people with hypertension in following their
prescribed regimen.
Being a part of this study means completing a
questionnaire. I will also be reviewing your medical
record. The results of this study will be used to help
health care providers improve the care you receive. No
names will appear on the record and all the information
will be kept private. Your help with this study is
voluntary, and you may withdraw at any time prior to data
analysis. There is no charge for this program.
In signing this document, I am giving my consent to be a
participant of this study. I also give permission for my
medical record to be reviewed.

Date

Signature of Witness

APPENDIX E
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LIFESTYLE PROFILE
DIRECTIONS
This questionnaire contains statement* ren = mi;n„
W*V ° ' 'i,e ° ' persona'
habits Flease respond to each item as accurately as ™ S S !ble and
P 8ny i,6m lnd,ca,e ,he
regularity with wh,ch you engage in each behavior by^ircling
^
N for never. S for sometimes, O for often, or R for routinely
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1. Eat breakfast

to
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Z
o
to

z

N

S

o

R

3. Like myself.

N

s

o

R

4. Perform stretching exercises at least 3 times per week.

N

s

o

R

5. Choose foods without preservatives or other additives.

N

s

o

R

6. Take some time for relaxation each day.

N

s

o

R

7. Have my cholesterol level checked and know the result.

N

s

o

R

B

Am enthusiastic and optimistic about life.

N

s

o

R

9

Feel I am growing and changing personally in positive directions.

N

s

o

R

Discuss personal problems and concerns with persons close to me.

N

s

o

R

11. Am aware of the sources of stress in my life.

N

s

o

R

12

N

s

o

R

13. Exercise vigorously for 20-30 minutes at least 3 times per week.

N

s

o

R

14. Eat 3 regular meals a day.

N

s

o

R

15

N

s

0

R

16. Am aware of my personal strengths and weaknesses.

N

s

o

R

17. Work toward long-term goals in my life.

N

s

o

R

18. Praise other people easily for their accomplishments.

N

s

o

R

19

N

s

o

R

20. Question my physician or seek a second opinion when I do not agree with
N
recommendations.

s

o

R

N

s

0

R

N

s

0

R

N

s

0

R

2

10

Report any unusual signs or symptoms to a physician.

Feel happy and content

Read articles or books about promoting health.

Read labels to identify the nutrients in packaged food.

21. Look forward to the future.
22. Participate in supervised exercise programs or activities.
23. Am aware of what is important to me in life.

56

tn

V

UJ
Z

K

t
s

—J
UJ

z

z
c
3
o
tr

iz

tn

N

s

o
o

N

s

o

R

N

s

o

R

N

s

o

R

N

s

o

R

N

s

o

R

N

s

o

R

N

s

o

R

N

s

o

R

33. Attend educational programs on improving the environment in which we live. N

s

o

R

34. Find each day interesting and challenging.

N

s

o

R

35. Plan or select meals to include the "basic four" food groups each day.

N

s

o

R

36. Consciously relax muscles before sleep.

N

s

o

R

37. Find my living environment pleasant and satisfying.

N

s

0

R

Engage in recreational physical activities (such as walking, swimming, soccer,
bicycling).
N

s

o

R

24

Enjoy touching and being touched by people close to me

25

Maintain meaningful and fulfilling interpersonal relationships.

26. Include roughage/fiber (whole grains, raw fruits, raw vegetables) in my diet.
27. Practice relaxation or meditation for 15-20 minutes daily.
28. Discuss my health care concerns with qualified professionals.
29. Respect my own accomplishments.
30. Check my pulse rate when exercising.

31. Spend time with close friends.
32. Have my blood pressure checked and know what it is.

38

o

E

R

39. Find it easy to express concern, love and warmth to others.

N

s

o

R

40. Concentrate on pleasant thoughts at bedtime.

N

s

o

R

41. Find constructive ways to express my feelings.

N

s

o

R

Seek information from health professionals about how to take good care of
N
myself.

s

o

R

42

43. Observe my body at least monthly for physical changes/danger signs.

N

s

o

R

44. Am realistic about the goals that I set.

N

s

o

R

45. Use specific methods to control my stress.

N

s

o

R

46. Attend educational programs on personal health care.

N

s

o

R

47. Touch and am touched by people I care about.

N

s

o

R

48. Believe that my life has purpose.

N

s

0

R

t S Walker K Sechrist N Pender 1985 R e p r o d u c t i o n without author's express written consent is not permitted Perm,ss,on to
use th,s scale may oe oBtained from Health Promotion Research Program. School o l Nursing. Northern Illinois University. DeKalB.
Illino,? 60115
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HEALTH-PROMOTING LIFESTYLE PROFILE
Dear Colleague:
p

are.

plea®ed

to

reply

to

your request for information about our Health^ °rder t0 reSP°nd
volunTe o?
.
' CP ."e receive, we have found it necessary to prepare this standard
letter containing information that is commonly sought.
We hope that you will
feel free to write or call as necessary to obtain any further information that
you may need.
The
Health-Promo ting, Lifestyle
Profile measures health-promoting behavior.
conceptualized as a multidimensional pattern of se1f-initiated actions and
perceptions that serve to maintain or enhance the level of wellness, selfactualization and fulfillment of the individual.
The 48-item summated behavior
rating scale employs a 4-point response format to measure the frequency of selfreported health-promoting behaviors in the domains of self - actualization, health
responsibility, exercise, nutrition, interpersonal support and stress management.
It was developed for use in research within the framework of the Health Promotion
Mode! (Pender, 1987), but has subsequently been employed for a varietv of other
purposes as well.
The development and psychometric evaluation of the English
language versions were described by Walker, Sechrist and Pender (1987) and scores
among the initial study sample were reported by Walker, Volkan, Sechrist and
Pender (1988).
The translation and psychometric evaluation of the Spanish
language version as well as scores among a Hispanic sample were reported by
Walker. Kerr, Pender and Sechrist (1990).
Copyright of both English and Spanish language versions of the instrument is held
by Susan Noble Walker, EdD, RN, Karen R. Sechrist, PhD, RN, FAAN and No la J.
Pender, PhD, RN, FAAN.
You have our permission to copy and use the enclosed
Health-Promoting Lifestyle Profile for non-commercial data collection purposes
such as research or evaluation projects provided that content is not altered in
any way and the copyright/permission statement at the end is retained.
The
instrument also may be reproduced in the appendix of a thesis, dissertation or
research grant proposal without further permission.
Reproduction for any other
purpose. including the publication of study results, is prohibited without
specific permission from the authors.
There is no charge for such authorized use, but we would appreciate receiving
notification of your intent to use the instrument and a report of youi completed
study/project for our files.
It is particularly useful to know of any
publications reporting use. of the instrument so that we can maintain an accurate
complete listing.
To facilitate record keeping, ail information should be sent
to:

Susan Noble Walker, Ed.D., R.N.
Associate Professor
University of Nebraska Medical Center
College of Nursing
600 South 42nd Street
Omaha, Nebraska 68198-5330
(402) 559-6561

We thank you for your interest

in using the Hea 1 th - Promo t i ng_J^fe^vA^_Profile

and wish you.much success with your efforts.
Sincere!y,
Susan Noble Walker

Karen R. Sechrist

Nola J. Pender
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Williams Chart Audit Form
Demographic Data
1.

Age:

2.

Race:
B

w

3.

Sex:
M

F

4.

Marital status:
M
S

Compliance Tool
Weight
BP
Exercise
Diet
Meds
Follow-up
Appointments

Comments:

1

I

Other

W

D
2

